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CHAPTER I
THE PROBLEM AND DEFINITIONS OF TERMS USED
The law of Washington State provides for education
for children from eight tc eighteen who can profit from
instruction.

During the school year of 1959 and 1960, the

total expenditure was over four and a half million dollars.
The handicapped children totaling over thirty six thousand,
received over a million and a half for their educational
needs.
Testing programs throughout the schools are designed
to detect the exceptionally gifted, the average and the slow
- learning child.

These children are given instructions com-

mensurate with abilities to succeed.

Special classrooms

are arranged and staffed for the children who are blind,
visually handicapped, deaf, hard of hearing, orthopedically
handicapped, cerebral palsied, lowered in vitality, socially
and emotionally maladjusted, mentally retarded, and speech
handicapped.

Therapy is available for those who can profit

by it, but such is not always the case for the aphasic child.

More often than not, he is placed in the mentally retarded
room, hard of hearing, or the room designated for the deaf.
A child so misplaced is not given a chance to attain his
learning potential nor rightfully make a useful place for
himself in our society, and furthermore, school systems which
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make no provisions for the education of the aphasic child in
terms of his learning disabilities, are not adequately discharging their responsibilities in public education.
I.

THE PROBLEM

In recent years pediatricians, speech and hearing
pathologists, psychiatrists, neurologists, otolaryngolists
and educators have become aware of the affliction called
childhood aphasia.

There is disagreement as to the exact use

of the term, however, but all agree there is a special entity
of impairment of the function of language, especially the
learning of language by young children.
Statement of the problem.

Childhood Aphasia is not to

be confused with mental retardation, deafness, hard of hearing
nor the socially and emotionally disturbed, although the
symptomology is comparative in nature.

Only through differ-

ential diagnosis, involving the services and cooperation of
specialists in these various fields is it properly diagnosed.
Limitations of this paper.

This paper must by its pur-

pose and intent, be very limited as to the use of medical
terminology, diagnostic aspects, etiology, therapy and various
classifications of the meaning of childhood aphasia.

It will

be dealt with primarily as a problem in language functioning
including spoken and written symbols.
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Use of thi~ paper.

It is the purpose of this paper

(1) to draw the attention of the classroom teacher to the
child who exhibits symptoms of childhood aphasia; (2) to
explain several ways in which it manifests itself in the
language areas; (3) and to suggest ways of developing a conducive learning atmosphere both at home and at school.
II.

Aphasia.

DEFINITIONS OF TERMS USED

A disorder due to a central nervous system

lesion which has disturbed symbolic behavior.

One so afflicted

may have difficulty formulating thoughts into words and exnressing them verbally, or in writing as well as comprehending
what is spoken or written.
Alexia.

The inability to recognize and evaluate

written symbols.

Vision is normal but the person so afflicted

is unable to read.
Language.

It consists of symbols, either written,

spoken or thought, which make it possible for the individual
to refer to places, things or feelings, whether or not they
are present.
Agraphia.

The inability to produce written spontan-

eous language, although motor functioning is normal.
Perseveration.
conscious purpose.

The repetition of an activity without

4

Echolalia.

The automatic and immediate imitation

of the apeech of others without the ability to comprehend it.
It is not voluntary imitation.

CHAPTER II
REVIEW OF THE LITERATURE
Much has been written about aphasia in children,
including the etiology, classifications and types as well
as prescribed therapy, but only a brief summary pertaining
to research done on the problem will be given here.
I.

LITERATURE ON THE DIFFERENTIAL DIAGNOSIS
OF CONGENITAL APHASIA

According to Louise M. Decarlo, the congenitally
aphasic child presents a multiplicity of disturbances which
cannot be considered a clear-cut single, clinical or pathological entity.
Electroencephalograms and X-ray techniques are a
great deal of help in assessing some of the neurological
factors attributing to aphasia, but t~ey are still in the
process of refinement.

The basic procedures which dichoto-

mize aphasic children from other groups in Dr. DiCarlo's
thinking, are their unresponsiveness to sound, delayed,
arrested, and deteriorated vocabulary, delayed speech and
language development, usually culminating in a breakdown in
the co.aununication process (3:361-4).
Aleen Agronowitz, a well known aphasic therapist,
states:
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An aphasic child is one who fails to develop adequate
language because of brain injury occurring before birth,
at birth, or in the early years of life. An older child
may sustain a loss of language due to brain injury with
resultant aphasia (1:77).

In the opinion of Nancy E. Wood, aphasia in children
is often confused with other cerebral disorders such as
mental retardation.

She feels early diagnosis is essential,

or many other problems will be superimposed upon the aphasia,
and differentiation of aphasia will become exceedingly difficult (12:18-19).
Jon Eisenson emphasises that:
• • • No child should be diagnosed as congenitally
aphasic unless brain damage can be demonstrated
directly or indirectly in either motor or perceptual
involvement • • • •
He feels each aphasic suspect should be given a careful physical examination including a neurological and
otological examination.
taken.

The case history must be carefully

If the child's preverbal sound-making was normal to

the echolalic stage, but progressed no further, according to
Eisenon, he could be an aphasic suspect.
Another criteria to be considered is the child's
response to unusual vocal sound where he does not respond to
familiar voices.
Although Eisenson gives helpful criteria for detecting the aphasic child, he adds a word of caution by insisting
that expert clinical judgment is required to determine the
difference between the mentally retarded, aurally handicapped
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and the aphasic child (4:420-422).
It is most interesting to note, that Charles Van
Riper, one of the most prominent men in the field of speech
pathology, wrote only two short paragraphs concerning congenital aphasia in his revised third edition of Speech
Correction Principles and Methods in 1954.

He too reminds

his readers that deafness and feeble-mindedness needed to be
ruled out before aphasia can be determined.

He ended the

short discussion by saying:
In any event, the parent and teacher should seek to
find other avenues of speech training than those
normally used, and they should study carefully the more
recent works on this subject • • • • The disorder is so
rare that few teachers ever see an aphasic child • • • •
(10:148-149).
The revised 4th edition came out in 1963, with four
pages alloted to congenital aphasia including methods of
therapy.

There are also additional references to the

affliction through.out the book.
Van Riper reports:
There exists some argument among certain speech
pathologists concerning the concept of congenital or
developmental aphasia. These terms refer to disabilities in the learning of symbols or language as contrasted
with the loss of ability previously learned which is what
we find in true aphasia. Our own position, based upon
our clinical experience, is that such congenital or
developmental aphasias do exist. These aphasic children
present different problems than those whose delay in
speech is functional or due to mental retardation or hearing loss, although they may not become apparent until
after some speaking has been learned • • • (11:121).
Through.out the literature, Helmer R. Myklebust is
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consistently referred to as an eminent authority on congenital aphasia.

His greatest concern is for the proper

diagnosis of auditory disorders.

To prove his point he tells

of two hundred and twenty-eight children who were brought to
a children's center for auditory disorders in one year.
ranged in age from six months to almost eight years.
of them had been previously diagnosed as deaf.

They

Many

Through ex-

haustive differential diagnostic techniques, forty-five
per cent actually had deafness due to pathology of the ear,
but the remaining fifty-five per cent had auditory disorders
due to emotional disturbance, aphasia, or mental deficiency.
Those diagnosed as deaf were shown to have normal hearing
when submitted to special diagnostic methods. (9:8).

CHAPTER III
CHILDHOOD APHASIA AS IT AP 0 EARS

TO THE CLASSROOM TEA.CHER
A feature story written for the Saturday Evening Post,
describes the work of Helmer R. Myklebust at his clinic for
aphasic children in Chicago.

The author estimates nearly

one child in every twenty in the United States, suffers from
some form of aphasia (8:28-29).

With this ratio in mind, it

is conceivable to suspect at least a child or two with minimal aphasic involvement in any public school building.

In

his book on Auditory Disorders in Children, Myklebust affirms
the belief that, "These symbolic disorders apparently are
more common in children than has been generally assumed."
(9:156).
Not all children exhibiting the behavior patterns
discussed in the following pages are aphasic, but it will be
of great significance and importance to the future of the
child, if the classroom teacher would attend to the frequency
and regularity of these actions should the child become a
suspect.
The writer would caution the teacher against diagnosing the affliction herself; remember aphasia is analogus with
other problems and would need to be referred to the principal
for further action.

This may well be the greatest service

she oerforms for the child.
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I.

PHYSICAL SYMPTOMS

Physical symptoms are physiologic difficulties rather
than emotional, for they appear to be neuromental malfunctioning.

Emotional disturbance intensifies and increases the

frequency of their occurance, however.

The most conspicuous

of these difficulties are hyperkinesis (hyperactivity), distractibility (including perseveration) and emotional instability.

All or some of them may show up in the aphasic child.
The hyperactivity of the aphasic child usually de-

creases as he grows older, but when he enters school he may
be the one who shuffles his feet, keeps tapping his pencil,
squirming, and twisting in his chair or getting up and down
with no intention of drawing attention to himself, but simply
because he must respond to his environment with motor activity.
He is by far the most active child in the room, making more
trips to the book shelf and lavatory than any of the others.
He often has outbursts of anger and cries easily, sometimes interrupting an activity to do so.

He may not conform

to the behavior patterns of his age group because he may not
perceive the patterns correctly.

He may not know what is

expected of him.
The aphasic child may have great difficulty in perceiving figure and ground relationships.

He will not be aware of

the figure in a picture until the background is pointed out to
him.
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He may not be able to control his response, may laugh
too loudly and long, or may pound his companion in excitement
and enthusiasm.

Other patterns of perseveration often occur

such as engaging in meaningless repetition of an act or response, washing his hands over and over, or compulsive eating.
During school time he does not seem to be able to complete his assignments, and will not work at them unless the
teacher stands over him.

His attention is distracted by the

slightest noise such as a car passing, the whistle of a train
or another child reciting.

This is not to say he has a

limited attention span, but is over attentive to all distractable stimuli.
When the class routine has become familiar to him, he
may become distressed if it is not followed.
niture in the room may also upset him.

Changing fur-

New situations are

threatening and he does not meet them easily (7:61-77).
II.

THE EFFECT OF APHASIA ON THE LANGUAGE AREA
OF THE

Acquisition of language.

CHILD
The study of language acqui-

sition in children is still in the early stage.

Our current

knowledge is largely limited to speech development, but speech
and language are not the same.

Language encompasses symbol-

ization which is unique in human beings.

It consists of

symbols either written, spoken or thought.

In order for a
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child to learn verbal language, he must first hear it spoken;
internalize it by learning what it means through association,
understanding and thinking.

When he finally learns to ex-

press the thoughts in sounds, he learns to speak (9:Ch.II).
The aphasic's basic difficulty is acquiring the symbols of language.

He may have difficulty in making sense

out of what he hears, for he is unable to internalize it.
On the other hand, he may understand what he hears but cannot get his thoughts expressed in words meaningful to others.
The same confusion can appear in reading and writing and is
known as "alexia" and "agraphia".
Sometimes a child may show reversals of letters or
words.
'b'.

The word 'pat' may be written 'tap' or 'd' will be
He may be able to copy the printed page, but may not

be able to read it.
He often ignores speech and speech sounds in general
because he cannot interpret them; therefore he is often presumed to be deaf.
Word concepts for the aphasic child tend to be very
rigid.

He leaves out little words and the sentences become

telegraphic, such as, "Father drive bus school." {?:Ch.III,
IV).

CHAPTER IV
COUNSELING FOR THE TEACHER AND PARENTS
OF AN APHASIC CHILD

For the teacher.

No where in the literature available

to the writer, can be found lessons structured for the aphasic
child in the regular classroom.

Speech therapy however, is

recommended for imnroving the linguistic communication of the
child if he is normal otherwise (2:52).
If the child is diagnosed as aphasic with a particular type of language problem, he may be left in the classroom
for lack of adequate facilities.

It would then be advisable

for the teacher to read the handbooks listed at the end of
this chanter.

If the material is applicable to her particu-

lar situation, she should incorporate it to the best of her
ability, using as many specialists available to assist her in
structuring the program.

If the condition of the child is

such that he cannot cope with the classroom situation, surely
he should be nlaced elsewhere.
For the oarent.

It is easy to understand the anxiety

and confusion of parents who have an aphasic child.

They are

unable to visualize the basis for his inability to learn, his
temper tantrums, his disobedience and aggressive behavior.
These parents are in need of counselling by someone who fully
understands the difficulty.
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When parents become aware of the procedures involved
in rehabilitating the child, they are able to structure the
home situation in a simple and uncomplicated manner.

Language

concepts learned at school can be reinforced in the home as
well.
The parents ability to understand the reason for their
child's behavior is therapeutic for him.

He now knows some-

one is trying to understand him, and his anxieties are less
threatening.
The need of nurture, love, recognition, exploration
and security, are as basic to the aphasic child as to all
others.

The only difference is the greater depths of his

basic needs and the special way in which they must be handled
(1:79-81).
Recommended Books:
1.

Agronowitz, Aleen, Milfred R. McKeown and Gladys Gleason.
Qahasia Handbook Adults and Children. Ann Arbor:
wards Brother's Inc.

1m.

2.

Barry, Hortense. The Young Aphasic Child Evaluation and
Training. Washington: Alexander Graham Bell Association For the Deaf, Inc. 1961.

3.

Lewis, Richard S., Alfred A. Strauss and Laura A. Lehtenen.
The Other Child. New York and London: Grune and
Stratton, 1960.

CHAPTER V
SU~11\ARY

Identification of the child with a minimal language
disorder, will in all probability continue to be left up to
the classroom teacher.

The future of that child, who looks

just like the others except for his seeming stupidity, inattentiveness and obnoxious behavior, will be determined by
her good judgment, or lack of it.
The writers concern is for the aphasic child who does
not exhibit extensive brain damage, the one who has an awareness about him and seems highly motivated, but is unable to
use the language symbols effectively.

The knit brows, uncon-

trolled tears and out-bursts of anger are a cry for help.
Many educators are not aware that the language disorder exists, nor that in many instances it is amenable to
therapy.

For this reason it is essential that the speech

therapist obtain permission from the school principal to meet
with classroom teachers, and alert them to the possibility
that they may have a child who needs special help.

A section

describing sym~toms that often accompany childhood aphasia
should also be inserted in the school speech manual.
Too many children needing our help are struggling
and misunderstood through school.

Those with more serious

aphasic problems sink into mental and emotional disturbances,
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either withdrawing or going to war with society, becoming
juvenile delinquents.

Many of the worst cases end up in

mental institutions or become insane, even though some may
possess a near genius intellect (8:29).
Adequate legislation must be obtained to support the
introduction of more diagnostic and treatment centers for
these children.

Universities and colleges must educate more

therapists trained in language difficulties.

Until this is

done, the child with a language problem will remain a problem
to education, and langusge is an education problem (12:23).
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